CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR SOCIAL INSURANCE
DIVISION OF MEDICAL ASSISTANCE
FAMILY PLANNING SERVICES MANUAL

SECTION VII - REMITTANCE STATEMENT

D. Section III - Claims in Process

The third section of the Remittance Statement (Appendix VIII-C) 1ists
those claims which have been received by EDS Federal but which were
not adjudicated as of the date of this report. A claim in this
category usually has been suspended from the normal processing cycle
because of data errors or the need for further review. A claim only
appears in the Claims In Process section of the Remittance Statement
as long as it remains in process. At the time a final determination
can be made as to claim disposition (payment or rejection) the claim
will appear in Section I or II of the Remittance Statement.

E. Section IV - Returned Claims

The fourth section of the Remittance Statements (Appendix VIII-D)
lists those claims which have been received by EDS Federal and
returned to the provider because required information is missing
from the claim. The claim has been returned to the provider with a
cover sheet which indicates the reason(s) that the claim has been
returned.

F. Section V - Claims Payment Summary

This section is a summary of the claims payment activities as of the
date indicated on the Remittance Statement and the year-to-date (YTD)
claims payment activities.

CLAIMS PAID/DENIED the total number of finalized claims which have been
determined to be denied or paid by the Medicaid program,
as of the date indicated on the Remittance Statement and
YTD summation of claim activity

AMOUNT PAID the total amount of claims that paid as of the date on the
- Remittance Statement and the YTD summation of payment
activity
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR SOCIAL INSURANCE
DIVISION OF MEDICAL ASSISTANCE
FAMILY PLANNING SERVICES MANUAL

SECTION VII - REMITTANCE STATEMENT

WITHHELD AMOUNT the dollar amount that has been recouped by Medicaid as. of
the date on the Remittance Statement (and YTD summation
of recouped monies)

NET PAY AMOUNT the dollar amount that appears on the check

CREDIT AMOUNT the dollar amount of a refund that a provider has sent in
to EDS to adjust the 1099 amount (this amount does not
affect claims payment, it only adjusts the 1099 amount)

NET 1099 AMOUNT the total amount of money that the provider has received
from the Medicaid program as of the date on the Remittance
Statement and the YTD total monies received taking into
consideration recoupments and refunds

G. Section VI - Description of Explanation Codes Listed Above

Each EOB code that appeared on the dated Remittance Statement will
have a corresponding written explanation pertaining to payment,
denia]s suspension and return for a particular claim (Appendix
VIII-E).
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CABINET FOR HUMAN RESQURCES
S DEPARTMENT FOR SOCIAL INSURANCE
n} DIVISION OF MEDICAL ASSISTANCE

FAMILY PLANNING SERVICES MANUAL

SECTION VIII - GENERAL INFORMATION - EDS FEDERAL

A. Correspondence Forms Instructions

Type of

Information Time Frame

Requested for Inquiry Mailing Address

Inquiry 6 weeks after EDS Federal

billing P.0. .Box 2009

Frankfort, KY Uu40602
ATTN: Communications Unit

Adjustment Immediately EDS Federal
P. O. Box 2009
Frankfort, KY 40602
ATTN: Adjustments Unit

:”ﬁ) Refund Immediately EDS Federal
s , P. 0. Box 2009

Frankfort, KY 40602
ATTN: Cash/Finance Unit

Type of

Information

Requested Necessary Information

Inquiry 1. Completed Inquiry Form :

2. Remittance Advice or Medicare EOMB, when
applicable

3. Other supportive documentation, when needed,
such as a photocopy of the Medicaid claim
when a claim has not appeared on an R/A
within a reasonable amount of time

3 . TRANSWITTAL 78 Page 8.1



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR SOCIAL INSURANCE
DIVISION OF MEDICAL ASSISTANCE

FAMILY PLANNING SERVICES MANUAL

SECTION VIII - GENERAL INFORMATION - EDS FEDERAL

Type of
Information
Requested Necessary Information
Adjustment 1. Completed Adjustment Form
2. Photocopy of the claim in question
3. Photocopy of the applicable portion of the
R/A in question
Refund 1. Refund Check

2. Photocopy of the applicable portion of the
R/A in question
3. Reason for refund

Telephoned Inquiry Information

B.

What is Needed?

- Provider number

- Patient's Medicaid ID number

~ Date of service

- Billed amount

- Your name and telephone number

When to Call?

- When claim is not showing on paid, pendlng or denied sections
of the R/A within 6 weeks

-~ When the status of claims are needed and they do not exceed
five in number

Where to Call?

- Toll-free number 1—800-372—2921 (within Kentucky)

- Loeal : (502) 227-2525
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CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR MEDICAID SERVICES

FAMILY PLANNING SERVICES MANUAL

SECTION VIII - GENERAL INFORMATION - EDS

C. Filing Limitations
New Claims

Medicare/Medicaid
Crossover Claims

Third-Party .
Liability Claims

Adjustments

12 months from date of service

12 months from date of service

NOTE: 1If the claim is a Medicare

crossover claim and is received by

EDS more than 12 months from date of
service, but less than 6 months from
the Medicare adjudication date, EDS
considers the claim to be-within the
filing limitations and will proceed
with claims processing.

12 months from date of service

NOTE: If the other insurance company has
not responded within 120 days of the

date a claim is submitted to the insurance
company, submit the claim to EDS indicating
"NO RESPONSE" from the other insurance
company. '

12 months from date the paid claim
appeared on the R/A
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CABINET FOR HUMAN RESOQURCES
DEPARTMENT FGR MEDICAID SERVICES

FAMILY PLANNING SERVICES MANUAL

SECTION VIII - GENERAL INFORMATION - EDS

D. Provider Inquiry Form

The Provider Inquiry form should be used for inquiries to EDS

~ regarding paid or denied claims, billing concerns, and claim status.
(If requesting more than one claim status, a Provider Inquiry form
should be completed for each status request.) The Provider Inquiry
form should be completed in its entirety and mailed to the following
address:

EDS
P.0. Box 2009
Frankfort, KY 40602

Supplies of the Provider Inquiry form may be obtained by writing to
the above address. or contacting EDS Provider Relations Unit at
1-(800)-372-2921 or 1-(502)-227-2525.

P]ease remit both copies of the Provider Inqu1ry form to EDS. Any
additional documentation that would help clarify your inquiry should
be attached. EDS will enter their response on the form and the
yellow copy will be returned to the provider.

It is not necessary to complete a Provider Inquiry form when resubmitting
a denied claim.

Provider Inquiry forms may not be used in lieu of KMAP claim forms,
Adjustment forms, or any other document required by KMAP.

In certain cases it may be necessary to return the Inqu1ry form to
the provider for add1t1ona1 information if the inquiry is illegible
or unclear.

Instructions for completing the Provider Inquiry form are found on
the next page.
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

FAMILY PLANNING SERVICES MANUAL

SECTION VIII - GENERAL INFORMATION - EDS

Following are field by field instructions for completing the Provider Inquiry

form:

Field Number

1

10

Instructions
Enter your 8-digit Kentucky Medicaid Provider Number.
If you are a KMAP certified clinic, enter your 8-digit
clinic number.
Enter your Provider Name and Address.

Enter the Medicaid Recipient's Name as it appears on
the Medical Assistance I.D. Card. :

Enter the recipient's 10 digit Medical Assistance-ID
number.

Enter the Billed Amount of the claim on which you are-
inquiring.

Enter the Claim Service Date(s).

If you are inquiring in regard to an in-process, paid, or
denied claim, enter the date of the Remittance Advice
listing the claim.

If you are inquiring in regard to an in-process, paid, or
denied claim, enter the 13-digit internal control number
listed on the Remittance Advice for that particular
claim. . :

Enter your specific inquiry.

Enter your signature and the date of the inquiry.
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

FAMILY PLANNING SERVICES MANUAL

SECTION VIII - GENERAL INFORMATION - EDS

E. Adjustment Request Form

The Adjustment Request form is t

o be used when requesting a change on

a previously paid claim. This does not include denied claims or

claims returne

or documentation.

For prompt action and
complete all items.
THE R/A MUST BE ATTAC

not completed, the form may be returned.

d to the provider for requested additional information

response to the adjustment requests, please
COPIES OF THE CLAIM AND THE APPROPRIATE PAGE OF
HED TO THE ADJUSTMENT REQUEST FORM. If items are

The complete

for the claim

Field Number ' Description

1 Enter the 13-digit claim number for the
particular claim in question.

2 ‘Enter the recipient's name as it appears on
the R/A (last name first).

3 Enter the complete recipient identification
number as it appears on the R/A.
Medicaid number contains 10 digits.

4 Enter the provider's name, address and complete
provider number.

5 Enter the "From Date of Service”
in question.

6 Enter the "To Date of Service" for the claim
in question.

7

Enter the total charges submitted on the original

claim.

’ TRANSMITTAL #13

Page 8.6




FAMILY PLANNING SERVICES
APPENDIX



APPENDIX I

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP) SERVICES

Ambulatory Surgical Center Services

‘Medicaid covers medically necessary services performed. in ambulatory surgical

centers.

Birthing Center Services

Covered birthing center services include an initial prenatal visit, follow-up
prenatal visits, delivery and up to two follow-up postnatal visits within 4-6
weeks of the delivery date.

Dental Services

Coverage is limited but includes X-rays, fillings, simple extractions, and
emergency treatment for pain, infection and hemorrhage. Preventive dental care
is stressed for individuals under age 21. :

Family Planning Services

Comprehensive family planning services are available to all eligible Title XIX
recipients of childbearing age and those minors who can be considered sexually
active. These services are offered through participating agencies such as
Tocal county health departments and independent agencies, i.e., Planned
Parenthood Centers. Services are also available through private physicians.

A complete physical examination, counseling, contraceptive education and

- educational materials, as well as the prescribing of the appropriate contra-

ceptive method, are available through the Family Planning Services element of
the KMAP. Follow-up visits and emergency treatments are also provided.

Hearing Services

Hearing evaluations and single hearing aids, when jndicated, are paid for by
the program for eligible recipients, to the age of Zl. Follow-up visits, as
well as check-up visits, are covered through the hearing services element.
Certain hearing aid repairs are also paid through the program.
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP) SERVICES

Home Health Services

Skilled nursing services, physical therapy, speech therapy, occupational )
therapy and aide services are covered when necessary to help the patient remain
at home. Medical social worker services are covered when provided as part of
these services. Home Health coverage also includes disposable medical supplies;
and durable medical equipment, appliances and certain prosthetic devices on a
preauthorized basis. Coverage for home health services is not limited by age.

Hospital Services

Inpatient Services

KMAP benefits include reimbursement for admissions to acute care hospitals for
the management of an acute illness, an acute phase or complications of a
chronic illness, injury, impairment, necessary diagnostic procedures, maternity
care, and acute psychiatric care. All non-emergency hospital admissions must
be preauthorized by a Peer Review Organization. Certain surgical procedures
are not covered on an inpatient basis, except when a life-threatening situation
exists, there is another primary purpose for admission, or the physician -
certifies a medical necessity requiring admission to the hospital. Elective
and cosmetic procedures are outside the scope of program benefits.
Reimbursement is limited to a maximum of fourteen (14) days per admission.

Outpatient Services

Benefits of this program element include diagnostic, therapeutic, surgical and
radiological services as ordered by a physician; clinic visits, selected
biological and blood constituents, emergency room services in emergency
situations as determined by a physician; and services of hospital-based
emergency room physicians.

There are no limitations on the number of hospital outpatient visits or
services available to program recipients.
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP) SERVICES

B. Services provided to recipients who are also medically eligible for
Medicare benefits in the skilled nursing facility.

-Coinsurance from the 2lst through the 100th day of this Medicare
benefit period. -

-Full cost for the full length of stay after the 100th day if
24-hour skilled nursing care is still required.*

*Need for skilled nursing care must be certified by a Peer Review
Organization (PRO). '

Intermediate Care Facility Services

The KMAP can make payment to intermediate care facilities for:

‘:&V ;

A. Services provided to recipients who require intermittent skilled nursinc
care and continuous personal care supervision.* ) .

B. Services provided to Medicaid récipients who are mentally retarded or
developmentally disabled prior to age 22, who -because of their mental and
physical condition require care and services which are not provided by
community resources.**

*Need for the intermédiate level of care must be certified by a PRO.

**xNeed for the ICF/MR/DD level of care must be certified by the
Department for Medicaid Services.

Mental Hospital Services

Inpatient psychiatric services are provided to Medicaid recipients under the
age of 21 and age 65 or older in a psychiatric hospital. There is no 1imit on
length of stay; however, the need for inpatient psychiatric hospital services
must be verified through the utilization control mechanism.

~ TRANSWITTAL #12 _ ' Page 4
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APPENDIX I

CABINET FOR HUMAN RESGURCES
DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP) SERVICES

Community Mental Health Center Services

Community mental health-mental retardation centers serve recipients of a]]Aages
in the community setting. From the center a patient may receive treatment
through:

Outpatient Services
Partial Hospitalization
Emergency Services
Inpatient Services
Personal Care Home Visits

Eligible Medicaid recipients needing psychiatric treatment may receive services
from the community mental health center and pessibly avoid hospitalization.
There are fourteen (14) major centers, with many satellite centers available.
Kentucky Medical Assistance Program reimburses private practicing psychiatrists
for psychiatric services through the physician program.

Nurse Anesthetist Services

Anesthesia services performed by a participating Advanced Registered Nurse
Practitioner - Nurse Anesthetist are covered by the KMAP.

Nurse Midwife Services

Medicaid coverage is available for services performed by a participating
Advanced Registered Nurse Practitioner - Nurse Midwife. Covered services
include an initial prenatal visit, follow-up prenatal visits, delivery and up
to two follow-up post partum visits within 4 to 6 weeks of the delivery date.

Pharmacy Services

Legend and non-legend drugs from the approved Medical Assistance Drug List when
required in the treatment of chronic and acute illnesses are covered by the
KMAP. The Department is advised regarding the outpatient drug coverage by a
formulary subcommittee composed of persons from the medical and pharmacy
professions. A Drug List is available to individual pharmacists and physicians
upon request and routinely sent to participating pharmacies and long-term care
facilities. The Drug List is distributed quarterly with monthly updates.
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES -

KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP) SERVICES

Pharmacy Services (Continued)

" In addition, certain other drugs which may enable a patient to be treated on an

outpatient basis and avoid jnstitutionalization are covered for payment through
the Drug Preauthorization Program.

Physician Services

Covered services include:

Office visits, medically indicated surgeries, elective sterilizations*,
deliveries, chemotherapy, radiology services, emergency room care, anesthesi-
ology services, hysterectomy procedures*, consultations, second opinions prior
to surgery, assistant surgeon services, oral surgeon services, psychiatric
services.

*Appropriate consent forms must be completed prior to coverage of these procedures.

‘Non-covered services include:

Injections, immunizations, supplies, drugs (except anti-neoplastic drugs),
cosmetic procedures, package obstetrical care, contact lenses, IUDs,
diaphragms, prosthetics, various administrative services, miscellanecus
studies, post mortem examinations, surgery not medically necessary or

~indicated.

Limited coverage:

One comprehensive office visit-per twelve (12) month period, per patient, per
physician.
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APPENDIX I

KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP) SERVICES

Physician Services (Continued)

The following laboratory procedures are covered when performed in the office by

an M.D. or osteopath.

Ova and Parasites (feces)
Smear for Bacteria, stained
Throat Cultures (Screening)
‘Red Blood Count ‘
Hemoglobin
White Blood Count
Differential Count
Bleeding Time
Electrolytes
Glucose Tolerance
Skin Tests for:
Histoplasmosis
Tuberculosis
Coccidioidomycosis
Mumps
Brucella

Podiatry Services

Selected services provided by licensed p

Complete Blood Count
Hematocrit

Prothrombin Time
Sedimentation Rate
Glucose (Blood)

Blood Urea Nitrogen (BUN)

- Uric Acid

Thyroid Profile
Platelet Count

Urine Analysis

Creatinine

odiatrists are covered by the Kentucky

Medical Assistance Program. Routine foot care is covered only for certain
medical conditions where such care requires professional supervision.

Primary Care Services

emphasizes preventive and maintenanc
provided by licensed, participating pri
services rendered by advanced registere

-

A primary care center is a comprehensive ambulatory health care facility which
e health care. Covered outpatient services
mary care centers include medical
d nurse practitioners as well as

physician, dental and cptometric services, family planning, EPSDT, laboratory
and radiology procedures, pharmacy, nutritional counseling, social services and

health education. Any limitations app
are generally applicable when the servi

center.
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APPENDIX I

CABINET FOR HUMAN RESCURCES
DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP) SERVICES

Renal Dialysis Center Services

Renal service benefits include renal dialysis, certain supplies and home
equipment.

Rural Health Clinic Services

Rural health clinics are ambulatory health care facilities located in rural,
medically underserved areas. The program emphasizes preventive and maintenance
health care for people of all ages. The clinics, though physician directed,
must also be staffed by Advanced Registered Nurse Practitioners. The concept
of rural health clinics is the utilization of mid-level practitioners to
provide quality health care in areas where there are few physicians. Covered
services include basic diagnostic and therapeutic services, basic laboratory
services, emergency services, services provided through agreement or
arrangements, visiting nurse services and other ambulatory services.

Screening Services

Through the screening service element, eligible recipients, age O-thru birth
month of 21st birthday, may receive the following tests and procedures as
appropriate for age and health history when provided by participating providers:

Medical History Tuberculin Skin Test

Physical Assessment Dental Screening

Growth and Developmental Assessment Screening for Veneral Disease,

Screening for Urinary Problems As Indicated

Screening for Hearing and Assessment and/or Updating
Vision Problems of Immunizations

Transportation Services

Medicaid may cover iransportation to and from Title XIX-covered medical services
by ambulance or other approved vehicle if the patient's condition requires
special transportation. Also covered is preauthorized non-emergency medical
transportation to physicians and other non-emergency, Medicaid-covered medical
services. Travel to pharmacies is not covered. -
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE PROGRAM (KMAP) SERVICES

Vision Services

Examinations and certain diagnostic procedures performed by ophthalmologists and
optometrists are covered for recipients of all ages. Professional dispensing
services, lenses, frames and repairs are covered for persons under age 21.

SPECIAL PROGRAMS

KenPAC: The Kentucky Patient Access and Care System, or KenPAC, is a special
program which links the recipient with a primary physician or clinic for many
Medicaid-covered services. Only recipients who receive assistance based on Aid
to Families with Dependent Children (AFDC) or AFDC-related Medical Assistance
Only are covered under KenPAC. The recipient may choose the physician or
clinic. It is especially important for the KenPAC recipient to present his/her
Medical Assistance Identification Card each time a service is received.

AIS/MR: The Alternative Intermediate Services/Mental Retardation (AIS/MR)
home- and community-based services project provides coverage for an array of
community based services that is an alternative to receiving the services in an
intermediate care facility for the mentally retarded and developmentally
disabled (ICF/MR/DD). Community mental health centers arrange for and provide
these services.

HCB: A home- and community-based services project prov1des Medicaid coverage
for a broad array of home- and community-based services for elderly and disabled
recipients. These services are available to recipients who would otherwise
require the services in a skilled nursing facility (SNF) or intermediate care
facility (ICF). The services are expected to be available statewide by July 1,
1987. These services are provided by home health agencies.

HOSPICE:

Medicaid benefits include reimbursement for hospice care for Medicaid clients
who meet the eligibility criteria for hospice care. Hospice care provides

to the terminally i11 relief of pain and symptoms. Supportive services and
assistance are also provided to the patient and his/her family in adjustment
to the patient's illness and death. A Medicaid client who elects to receive
hospice care waives all rights to certain Medicaid services which are included
in the hospice care scope of benefits.
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR SOCIAL INSURANCE
DIVISION OF MEDICAL ASSISTANCE

ELIGIBILITY INFORMATION

Programs

The Department for Social Insurance, Division of Field Services local office
staff have primary responsibility for accepting and processing applications for
benefit programs administered by the Cabinet for Human Resources, Department
for]Socia1 Insurance. These programs, which include eligibility for Medicaid,
include:

AFDC (Aid to Families with Dependent Children)

AFDC Related Medical Assistance

State Supplementation of the Aged, Blind, or Disabled
Aged, Blind, or Disabled Medical Assistance

Refugee Resettlement Programs

Any individual has the right to apply for Medicaid and have eligibility de-
termined. Persons wanting to apply for Medicaid benefits should be referred

to the local Department for Social Insurance, Division of Field Services office
in the county in which they live. Persons unable to visit the local office may
write or telephone the local office for information about making application.
For most programs, a relative or other interested party may make application
for a person unable to visit the office. : .

In addition to the programs administered by the Department for Social Insurance,
persons eligible for the federally administered Supplemental Security Income
(SSI) program also receive Medicaid through the Kentucky Medical Assistance
Program. Eligibility for SSI is determined by the Social Security Administra-
tion. Persons wanting to apply for SSI should be referred to the Social
Security Administration office nearest to the county in which they live. The
SSI program provides benefits to individuals who meet the federal definitions

of age, blindness, or disability, in addition to other eligibility requirements.
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR SOCIAL INSURANCE
DIVISION OF MEDICAL ASSISTANCE

ELIGIBILITY INFORMATION

MAID Cards

Medical Assistance Identification (MAID) cards are issued monthly to recipients
with ongoing eligibility. These cards show a month-to-month eligibility
period. .

Eligible individuals with excess income for ongoing eligibility may be eligible
as a "spend down" case if incurred medical expenses exceed the excess income
amount. Individuals eligible as a "spend down" case receive one MAID card
indicating the specific period of eligibility. After this eligibility period
ends, the person may reapply for another "spend down" eligibility period.

MAID cards may show a retroactive period of eligibility. Depending on the
individual circumstances of eligibility, the retrospective period may include
several months.

Duplicate MAID cards may be sssued for individuals whose original card is lost
or stolen. The recipient should report the lost or stolen card to the local
Department for Social Insurance, Division of Field Services worker responsible
for the case.

Verifying E1igibility

The local Department for Social Insurance, Division of Field Services staff
may provide eligibility information to providers requesting MAID numbers and
eligibility dates for active, inactive or pending cases.

The Division of Medical Assistance, Eligibility Services Section at (502)
564-6885 may also verify eligibility for providers.
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CABINET FOR HUMAN RESQURCES

APPENDIX I1-A

TMENT FOR SOCIAL INSURANCE
g%s?QION OF MEDICAL ASSISTANCE

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.1.D.) CARD

A

(FRONT OF CARD)

E11gibility Period is the
month, day and year of

KMAP eligibility represent-

Department for Social
Insurance case number.
This is NOT the Medical
Assistance Identification
Number.

| Medical Insurance
Code indicates

type of insurance|:
coverage. -

ed by this card. "From®
date is First day of eligi-
bility of this card. “To"
date is the day eligibility
of this card ends and is not
included as an eligible day.

Medical Assistance Identification
Number (MAID) is the 10-digit
number required for billing
medical services on the claim

form.
L
MEDICAL ASSISTANCE IDENTIRICATION CARS L. JU Ty nuTIant ATR OF
CABINET FOR um : SOURCES oy :’ ~u— v '
s ¥ 06-01-85
™ 07-01-85 037 C 000123456 )
CASE NAME AND ADDRESS :
. Smith, Jane 123456789Q 2] 0353/ M
Smith, Kim 2345678913 2| 1284| M
Jane Smith
‘ 400 Block Ave. /|
’”  Frankfort, KY
40601
i
. _ATTENTION: SHOW THIS CARD TO VENDORS WHEN I
APPLYING FOR MEDICAL BENERITS i
SEE OTHER 3100 FOR SIGNATURE WAPASS ATV, (/DS )

L

Case name and address show to
whom the card is mailed. The
name in this block may be that

"of a relative or other interested

party and may not be an eligible

[

For K.M.A.P.
Statistical
Purposes

. | member. . L
| Names of mambers ol igible Date of Birth shgws
for Medical Agsistancs month and year o
denefits. Cnly those birth of each member.
| persons witose names are Refer to ;his block
in this block are eligidle when providing services
- for K.M.A.P. benefits limited to age.




APPENDIX II-A

NET FOR HUMAN RESQURCES
gégiRTMENT FOR SOCIAL INSURANCE
DIVISION OF MEDICAL ASSISTANCE

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.I.D.) CARD

(BACK OF CARD)

Information to Providers.
Insurance Identification
codes indicate type of
insurance coverage as
shown on the front of
the card in "Ins! block.

/

/f PROVIOERS OF SERVICE ' RECIPIENT OF STAVICES
e rd oories B0t §0 S S heresn /Y sighin drteg. LM-:n_-d--.-u-m
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b erestst Coninat Mamen fAussuress 3 Tex wall reseme & AOW ¢ 3¢ B VIE of cal Easd o8 teng I8 B U
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l-—.:-— S Moiget WHESHWEY Gt of D SOV TNEIES CEWYES) Nwaed
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Notification to recipient
of assignment to the Cabinet ‘ Recipient's signature
for Human Resources of third is not required.

party payments.




APPENDIX II-B

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.I.D.) CARD FOR LOCK-IN PROGRAM

(BACK OF CARD) .
Information to Providers, including

procedures for emergency treatment,
and identification of insurance

as shown on the front of the card
in "Ins." block.

/

This card certifies that the person listed on the front of this card 1s eligible dunng the penod indicated for current benefits of the Kentucky Medicai
Assistance Program. Payment for physician and pharmacy sernvices is limited to the physician anc pharmacy appearing on the front of this carg.

ATTENTION.

in the event of an’ emergency. payment can be made to any participating phvsiciar or participating pharmacy rendering service 10 this person. if

it 1 a covered service. The patient 1s not restrictea with regard 1o ot
penefits. Recipient temporarnly out of state may receive emergency m

502-564-5560.

Resources. Division of Medical Assistance..Questions regarding scope of services shouw be

her services. however. payment can only be made within the scope of Program

edicaid services by having the provider contact the Kentucky Cabinet for Humar ..
directed to the Lock-in Coordinator, by calling -

“/ou are hereby notified that under State Law. KRS 205 824. your nght to thrc partv payés»f ' has been assigned to the Cabinet for the amount of

medical assistance paid on your benaif

insurance lgenthuaton
Guinatous
H-~eait™ Mainlenaric a3
J- Other and of Linknowr
L- Apsent Pargnt s msuranze
M-None
N-Ues Mine Wonkers
P Biack Lurg

Lor 31 & Megicare Cniy

= ©3715 Memrare Ony

. -Both Pans # & B Medicare

C BiweCross Biue Shied

£ Biue C1nss Brae Srreia Major
Meq- . a

F Sr..4le Med.cal insurance

-al.

Federal law provides tdr a $10.000 fine or imprisonment for a
for medical assistance.\fails to report changes relating to elig

S o . u3d 3P 30K -e -nformaton and agree with
e S e0ules a8 Mutlined and explained to me

Signature ot Recioient or Representative Date

/

RECIMENT SF SERVICES

yeai. of both fo: anyone who willfully gives faisefinformation in applying
ibility, or permits use of the card by an ineligibie/ person.

Notification to recipient of
assignment to the Cabinet for
Human Resources of third party
payments.

Recipient's signature is
not required.




CABINET FOR. HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

APPENDIX 1I-C

KENTUCKY PATIENT ACCESS AND CARE (KENPAC) SYSTEM CARD

(FRONT OF CARD)

‘| ends and is not included as an

Eligibility Period shows dates of
eligibility represented by this card.
"From" date is first day of eligi-
bility of this card. "To" date is
the day eligibility of this card

eligible day. KenPAC services
provided during this eligibility
period must be authorized by the
Primary Care physician listed on
this card,

Department for Social Insurance case

number,

Assistance Identification Number.

This 1s _NOT the Medical

Names of members eligible for KMAP.
Persons whose names are in this
block have the Primary Care provider
1isted on this card.

Date of Birth shows month and
year of birth of each member.
Refer to this block when pro-
'viding services limited to.age.

/ NS < o8 w— ASeSTre | e ;|
™ oI mi owm
2 e [ weem i
i P
] ‘| H !
> - R
CASE NAME AND AODRESS | o
1
b
|
; il
I ' |
/ KENPAC PROYIDER AND AODRESS
. e
ATTENTION: SHOW THIS CARD TO VENDORS WHEN
APPLYING FOR MEDICAL BENEFITS .
/ S OTIR SNE FUB SEERA TV WASAZNR (1200

Case name and address show tc whom
the card is mailed. This person
may be a relative or other
interested party and may not be

an eligible member.

Name, address and phone number of
the Primary Care Physician.

Medical Assistance Identification
Number (MAID) is the 10-digit number
required for billing medical services
on the claim form.




APPENDIX II-C

CARIMET FOR HUMAN RESOURCES
DEPARTMENT -FOR MEDICAID SERVICES

KENTUCKY PATIENT ACCESS AND CARE (KENPAC) SYSTEM CARD

(BACK OF CARD)

Information to Providers, including Information to Recipients, including
Insurance Identification codes which limitations, coverage and emergency
indicate type of insurance coverage care through the KenPAC system.

as shown on the front of the card

in "Ins." block..

\

. \ 4 J/

m or m RECIMENT OF SERVICES
This card cortrhes that the oer Qoie Gunng the 0ernod - 1.  The dengneted HenPAC Drvnary orovioer Mmust Drovioe of SUTHONTe The g services ONy
GICIEC ON e reverse Low. for cumm mcms of he aantuciy Medes INDLENT ANG CUTDSTIENT. NOME NENTN 2EENCY. 13DOTAtONY HMOUISLOry SUrQICS CENter DrIMary Care Center.
Assistance Program The No must De entered FUrM NN CENTEr aNG NUISE ANESTNOIST. AUINONZITION Dy INE DNMArY OrOVIOEr 1S NOt required *or Sary-
ON S8CN DHME STALEMAENt DrEcCissty 88 CONtIINGC ON Mg Card 1N OFOR 1O DBY- 188 Orovioed Dy CONTNAIMGIOEISLS OF DONT ¢HEIDIS OF DOMA CEIUNET DSYCMALIIILS. *OF COSENICH Servic 7Ty
ment 10 08 Made. oy an IC1an of gy ISL. Of 10 OTNEY COVErea 3erviCes not isted adave N
P NOTE:  This Derson is a KenPAC recisent. and vou Shouid refer 10 SeChons (1) 2. Inthe event Of an emMergency. Davment CaN D MBCE 10 & CAMICIDATING METICa Orovider renderng se ,_‘.)
ana (2) unoer ‘Recioent of Services.” 20 this OQrSON. If it 1S & COVEreq SEniCe. withOUL DNOr AULNONZALON Of the OrIMBry Grovider sNOwn O
QUETUONS regArNg Drovioer mmmwcwm«m reverse siae.
DHING PrOCOCUIeS. HMOUNTS DN, OF WA DArty a0y, SNOUIA DE SWeCtsd o 3. Covered services which may He COLINEG WITNOUL DFESUTNONZETION rom the XenPAC Onmaery orovider in-
Cabinet for Human Resources cluge services from mus COMMUNITY MENTA NEMITN CeNters. AursiNg NOMes .Atermediate cire
Oepartment for Social Insurance - ment 1A DIFUCIOANNE DIOVIOETS OF GANTM. NEANNE. visioN. aMOUIaNCe.
Dwision of MeGica Assistance non-emergency umoo'nnon scresming, farmity OINNING serVICes. and Dirting centers
Franufort. nentucky 40621 4 ShOw Ui Card 10 the DEFSON wnO DrOVIGES (HESE 3ETVICES 10 YOU WNENEever YOu rECEve MeCICal Care
[rove——rvr—r Sy 5. YOu will reCerve 3 New CarG at e Nrst Of €8CN MONTN as (ONgE A8 yOu are ehgiDIe fOr Denerts For your
Orotection DISaseE Sign on the line DEIOW NG JEstroy your 0ig Carg Rememoer Mat 1t 1S 3gaNst tne 1aw
A—Port A Momo Only G—Chamous ¢ r
8—Pert B. Mecicare Onty Hewreaith Mantenance Organizavon Or 3NYONE 1O USE TS CIFQ EXCEOt THE DErson 1SIea On the front Of s card
C—B0th Perts A & B Medicars 1=Other andior Unknown 6. It you nave s. your eng worker 3t (e county office
D-~8lue Crosa/Biue Shveig L=ADsent Parent’s insurance 7 Rec:omentis) temooranty out Of STIE Mav rECeIve eMergency MeaiCaio SEMVICES Ov Naving the Oroviger Cof.
€—8lue CroswBiue Shweia Me=None act the nentucxy Cadinet 1or Muman Resources. Division of MedICai Assistance
Major Meaical N=UNmted Mme Workers
F-=Private Medical tnsurance P—giscn Lung
Signature I
RECIPIENT OF SERVICES: You are hereby notified that under State Law, KRS 208.824. your right to third party payment has been to the Cabinst for
the ameunt of medical sasistance paid on your behalf.
Federal law provides for a $10,000 fine or imprisonment for a Year, or both, for snyons who willfully gives faise information in applying for, ical assistznce.
falls to report changss relating to elgibility, or permits use of the card by an ineligidie -person.
4

[

Notification to recipient of
assignment to the Cabinet for
Human Resources of third party
payments.

Recipient's signature is
not required.
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. P.L. 92-603  LAWS OF 92nd CONG.--2nd SESS. (As Amended)
[ 4
PENALTIES 'f)
section 1909. (&) Whoever-- i )
(1) knowingly and willfully mak

| n 23 or causes to be made any false staterent or representation of a material
fact in any application for any penefit or payment under a State plan approved under this title,

{2) at any time knowingly and willfully makes or causes to be made any false statement or representation
of a material fact for use in determining rights to such benefit or payment,

(3) having knowledge of the occurrence of any event affecting (A} his initial or continued rignt te any

N such benefit or paymert, or (B) the initial or continued right to any such benefit or paywent of any other

individwal—in whose behalf- he has applied for or is receiving such benefit or payment, canceals or fails to
disclose such event with an intent. fraudulently to secure such benefit or payment either in a greater amgunt or
quantity than is due or when no such benefit or payment is authorized, or

(4) having made application to receive any such benefit or payment for the use and benefit of another and

having received it, knowingly and willfu'®, convarts such benefit or payment or any part thereof to a use other
than for the use and benefit of such i1 orson, .

shall (i) in the case of such 3 statement, representation, concealment, failure, or conversion dy any gerson in
connection with the furnishing {(by that person) of items or services for which paynent is or may bde made under this
_title, be guilty of a felony and upon conviction thereof fined not more tnan $25,000 or imprisoned for not more tnan
five years or both, or (ii) in the case of such a statement, representation, concealment, failure, or conversion by
any other person, be quilty of a misdemeanor and upon conviction thereof fined not more than $10,000 or imprisoned
for not more than one year, or both. In addition, in any case where an individual who is otherwise eligible for
assistance under a State plan approved under this title is convicted of an offense under the preceding provisions
. of this subsection, the State may at its option (notwithstanding any other provision of this title ' of sucn plan)
limit, restrict, or suspend the eligibility of that individual for such period {not exceeding one year) as it deems
appropriate; but the imposition -of a limitation, restriction, or suspension with respect to the eligibility of any
individual under this sentence shall not affect the eligibility of any other person for assistance under the plan,
regardless of the relationship between that individual and such other person.
(b)(1) Whoever knowingly and. willfully solicits or receives any remuneration (including any kickback, bribe,
. or rebate) directly ar indirectly, overtly or covertly, in cash or in kind=--,
(A) in return for referring an individual to a person for the furnishing or arranging for the furnishing
of any item or service for which payment may be made in whole or in part under this title, or

. {8) in return for purchasing, leasing, ordering, ar arranging for or recoasending purchasing

ordering any good, facility, service, or item for which payment may
title, ’ ,

. leasing, or
be made in whole or in part under this

shall be guilty of a felony and upon conviction thereof, shall be fined not more than $25,000 or imprisoned for nu:
more tnan five years, or both. ‘
(2) whoever knowingly and willfully offers or pays any reuneration (including any kickback, bribe, or repaiz)
d¢irectly or indirectly, overtly or covertly, in cash or ip kind to any parscn 0 induce such person--
(A) to refer an individual to a person for the furnishing or arranjing for the furnisning of any item or
service for which payment may be made in whole or in part under this title, or
{(8) to purchase, lease, order, Or arrange for or recommend purchasing, leasing, or ordering any jood,
facility, service, or item for which payment may be made in whole or in part under this title,

shall he guilty of a felony and upon conviction thereof shall be fined not more than $25,000 or imprisoned for not
more than five years, or both.

(3) Paragraphs (1) and (2) shall not apply to-- )
(A) a discount or other reduction in price obtained by a orovider of services or other entity under this
title if the reduction in price is properly disclosed and appropriately reflected in the Costs claied or cnarges
made by tne providar or entity under this title; and
(B} any amount paid by an employer to an enployee («ho has a bona fide employment relationship ~itn sucn
employer) for employment in the provision of covered iteas or sarvices.
{¢) Whoever knowingly and willfully makes or causes to be magde, or induces or seeks to induce the wmaving of,
any false statement or representation of a material fact with respect to the condgitians or oparatiun of any instizytion
or facility in order .that such institution or facility may qualify (eitner upon initial certification or upHn recerti-
fication) as a hospital, skilled mursing facility, intermediate care facility. or houe health agency (as those tera. are

employed in this title) shall be guilty of a feluny and upon conviction thereof shall pe fined not wore than §24 000
or imprisoned for not more than five years, or bath,

{(d) wnoever knowingly and willfully--

(1) cnharges, for any service provides tu a patient under 1 5iate alan approved under tnis title, money-or
other consideration at a rate in excess of the rates established by the State, wr i
(2) charges, solicits, accepts, or receives, in addition to any amount oinerdise regquired to be paid unser

a State plan approved under this title, any gift, money, donation, or otnar considariiicn (giher tnan 3 cnaritadle,
religious, or philanthropic contribution from an organization or from a person gnrelated to the patientj--
(A} as a precondition of admitting a patient to a hospital, skilled nursiny facility, or intermediats
care facility, or
. (8) as a requirement for the patient's continued stay in such a facility,
when the cost of the services provided therein to the patient is paid for (in wnole ar 1n part) under the State
plan,

shall be guilty of a felony and upon conviction thereof shall be fined nol more than $25,000 or imprisoned for not
more than five years, or both.

-~
-
L 24



HAP-344 (7/82) | APPENDIX IV -A

D) KENTUCKY MEDICAL ASSISTANCE PROGRAM

Provider Information

- 1. Name:

ot Wt~ -

Street Address, P.0. Box, Route Number (In Care of, Attention, etc.)

3‘
- City » State Lip Code
8. :
Area Code Telephone Number
5. .
Pay to, In Care of, Attention, etc. (If different from above)
6. _

Pay to Address (If different from. above)

‘x;) 7. Federal Zmployer ID Number:

8. Social Security Number:

9. License Mumber:

10. Licensing Board (If Applicable):

11. Original License Date:

12. KMAP Pravider Number (If Known):

13. Medicare Provider Number (If Applicable):

14. Provider Type of Practice Organization:

/~/ Corporation (Public) /_/ Individual Practice /_/ Hospital-Based Physician

/_/ Corporation (Private) /_/ Partnership /_/ Group Practice
/_/ Health Maintenance /_/ Profit /_/ Non-Profit
Organization

15. If group practice, Number of Providers in Group (specify provider type):

-1-



MAP-344 (7/82)

16. If corporation, name, address and telephone number of Home Office:

Name:

Address: .

Telephone Number:

Name and Address of Officers:

17. If Partnership, name and address of Partners:

18. National Pharmacy Number (If Applicable):

(Seven=Digit Number Assigned by
National Pharmaceutical Association)

19. Physician/Professional Specialty:
Ist
2nd

3rd

20, Physician/Professional Specialty Certification:

1st

2nd

3rd ' » wD




MAP-344 (7/82)

31. Management Firm (If Applicable)

Name:

Address:

32. Lessor {If Applicable)

Name:

Address:

33. Distribution of Beds in Facility -- Complete for all levels of care

Total Title XIX
Total Licensed Beds Certified Reds

 Hospital Acute Care
Hospital Psychiatric

Hospital TB/Upper
Respiratory Disease

Skilled Nursing Facility
Intermediate Care Facility
ICF/MR/DD

Personal Care Facility

34, SNF, ICF, ICF/MR/DD Owners with 5% or More Ownership:

Percent of -

Name Address ‘ Ownership

B,

~\



‘MAP-344 (7/82)

35. Institutional Review Committee Members (If Applicable):

36. Providers of Transportation Services:

No. of Ambulances in Operation: No. of Wheelchair Vans in Operation:
Total No. of Employees: (Enclose list of names, ages, experience & training.)
Current Rates: '
A. Basic Rate $ (Includes up to miles.)
B. Per Mile 5 '
‘ C. Oxygen $ ~ E. Other
5i§9 ) Extra Patient - 3 $

37. Provider Authorized Signature:

Name:

Title:

Date:

“5= -
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APPENDIX V

DEPARTMENT FOR HUMAN RESQURCES
BUREAU FOR SOCIAL INSURANCE
DIVISION FOR MEDICAL ASSISTANCE

ADMINISTRATIVE POLICIES AGREEMENT

II.

ITI.

Iv.

Agreement of Particibation

After endorsement by the : for the

to participate in the

KMAP Family Planning Program, and prior to implementation of the Program,
an Agreement of Participation and Statement of Agency Authorization, if
applicable, signed by the Appointing Authority, will be submitted to the

Director of the Kentucky Medical Assistance Program, Bureau for Social
Insurance.

Governing Body

The is to serve as the

governing body legally respons1b1e for the conduct of the KMAP Family
Planning Program. .

Medical and/or Administrative Director

is to serve as Director and will

be responsible for the Family Planning Program and the establishment of
administrative policies.

Staff

1. (Nurse) is designated to be responsible for
the implementation of the Family Planning Program.'

2. The following ' personnel will
participate in the family planning clinics on a regular basis with
changes to be made as necessary:

(List personnel, position classification, and description of as-
signed duties.)

TRANSMITTAL #1 APPENDIX V, Page 1



APPENDIX V

DEPARTMENT FOR HUMAN RESOURCES
BUREAU FOR SOCIAL INSURANCE
DIVISION FOR MEDICAL ASSISTANCE

ADMINISTRATIVE POLICIES AGREEMENT

Professional staff will assume responsibility for the technical training

of paraprofessional clinic staff and will provide necessary supervision
for delegated activities.

3, If physician attendance is deemed necessary, this will be provided
by ‘ » M.D.

V. Available Services

The KMAP Family Planning Program will provide, but not be 1imited to,
the following basic services for eligible recipients:

Initial Clinic Visit

Revisits by Contraceptive Patients -- Scheduled
Annual Visits

Follow-up Services

Revisits by Patient -- Unscheduled

Voluntary Sterilization Counseling

Infertility Services

Vaginal Infections (Diagnosis and Treatment or Referral)
Emergency Services

Inpatient Services -- (Affiliation Agreement Only)
Pregnancy Testing

Referrals

— o
N—‘O&Om\lmm#wl\)—‘
. . * L] . . . . . - . L]

The “"Kentucky Medical Assistance Program Policies and Procedures for

Family Planning Services" will be used as reference for techniques and
procedures. .

VI. Referral Responsibility
The clinic shall be responsible for referral to the proper resource in
the following circumstances, and for ensuring that the recipient 1s
accepted by the resource to which he/she is referred.

a. Medical problems indicated by history, physical examination, or
laboratory or clinical test.

TRANSMITTAL #1 APPENDIX V., Page 2 .J)
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APPENDIX V

DEPARTMENT FOR HUMAN RESOURCES
BUREAU FOR SOCIAL INSURANCE
DIVISION FOR MEDICAL ASSISTANCE

ADMINISTRATIVE POLICIES AGREEMENT

b. For pregnancy-related services when appropriate.

c. For social case work not appropriately handled by agency personnel.

VII. Follow-up

When the physician's referral has been completed and returned to the
agency, follow-up services will be provided as indicated.

VIII. Equipment and Supplies

Participating clinics shall have the equipment and supplies necessary to
provide the services detailed in Section 11-C, Available Services --KMAP
Policies and Procedures for Family Planning Services."

IX. Program Implementation

1. A1l Services will be provided as outlined in the KMAP Policies and
Procedures Manual,

2. The participating agency will be responsible for notifying eligible
recipients regarding appointments or schedules.

3. Clinics will be scheduled in such a manner so as to avoid undue
waiting for the patient.

4. Clinic procedures will be developed as deemed advisable by the
governing body of the agency.

5. Each member of the nursing staff will be thoroughly familiar with

clinic routines to assure continuity of services in case of staff
absences.

TRANSMITTAL #1 —APPENDIX V , Page 3



APPENDIX vy

DEPARTMENT FOR HUMAN RESQURCES
BUREAU FOR SOCIAL INSURANCE
DIVISION FOR MEDICAL ASSISTANCE

ADMINISTRATIVE POLICIES AGREEMENT

X. Medical Records

The shall maintain the required
Kentucky Medical Assistance records for each recipient with all entries
kept current, dated and signed.

Patient History (Medical, Psychiatric and Social)
Physical Examination Records

Laboratory Report

Description of Visits

Referral Records

Follow-up Records

Written consent if a patient is to be sterilized

NI W~
¢« & e o o o o

In addition, appropriate records will be initiated, or existing records
used, for each recipient. Results of tests and other services will be" gﬁ%
. recorded as indicated. R
1. Retention
A1l records of recipients will be retained for five (5) years.

2. Availability

A11 medical and financial records, pertaining to services rendered
in the KMAP Family Planning Program, will be made available for
review and audit by authorized representatives of the Kentucky
Medical Assistance Program.

XI. Policy Revision

Administrative policies of the KMAP Family Planning Services Program
will be revised as necessary.

TRANSMITTAL #1 APPENDIX V , Page 4 )
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e . APPENDIX VII FORN APPROVE
I — HEALTH INSURANCE CLAIM FORM "
Form HCFA-1500 (1-34) Form OWCP-1500
Form CHAMPUS-501 Form RRB-1500
il
MEDICARE MEDICAID D E CHAMPVA FECA BLACK LUNG OTHER D BLUE SMIELD
s {MEDICARE NO iMEDICAIO NO ) (SPONSOR'S SSN} (VA FILE NO} {SSN) (CERTIFICATE SSN)
>> T PATIENTS NAME _A5° NAME FIRST NAME. MIDOLE ™AL T OATENTS TATE OF JIRTH NSLRED 5 NAME . AS” NAME 7 57 WaAWE % 102 7 Aus -
T PATIENTS ADORESS (STREET CITY STATE. Z1P CODE) S PATENT'S SEX 0 mEs‘_n_Jgggs TC VO FOR PROGRAM GHECKED ABOVE INCLUDE AL
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(IH)
(OH)
(0)
(H)

(NH)

(SNF)

(OL)
(IL)
(ASC)
(RTC)

(STF)

(COR) -

(XDC)

PLACE OF SERVICE CODES

Inpatient Hospital
Outpatient Hospital
Doctor's Office
Patient's Home

Day Care Facility (PSY)

- Night Care Facility (PSY)

- Nursing Home

Skilled Nursing Facility
Ambulance .

Other Locations

Independent Laboratory
Ambulatory Surgical Center
Reéidential Treatment Center
Specialized Treatment Facility

Comprehensive Outpatient
Rehabilitation Facility

Independent Kidney Disease
Treatment Center




APPENDIX VII-A

Registration Notification for Advanced Registered Nurse Practitioner

This:is to certify that has

been certified by to
(professional organization)

practice in the expanded role of an Advanced Registered Nurse Practitioner

(ARNP) in a Family Planning Clinic.

The services provided by (ARNP)

in will be in accordance
(agency)

with the Guidelines for Advanced Registered Nurse Practitiqnef in a

Family Planﬁing Clinic and the Policies and Procedures set forth in the

Kentucky Medical Assistance Family Planning Services Manual.

(Physician)

(Advanced Registered Nurse Practitioner)

(Registration #)

(Date)




APPENDIX VII-B

UEDELINES FOR THE UTTLIZATION OF TUE OB/GYN ADVANCED
DCTSTIRED NURSE PRAGEITTIONER IN ATFAMITY PEANNING CLINIC (Cont.)

Policy and Guidelines on Utilization of ARNPs in Family
Planning Clinics:

The following guidelines have been developed for the use

of community health agencies to effectively utilize the
ARNP in providing family planning services. Those agencies
receiving Federal monies for the implementation of Family
Planning Programs are expected to follow these guidelines.

Prior to providing services within clinics Federally funded
for family planning and annually by June 1 thereafter, each
Advanced Registered Nurse Practitioner must submit to the
Division for Maternal and Child Health-Services, Family
Planning Program, a copy of his/her current Kentucky reg-
istration as an ARNP.

A copy of the medical protocol agreed on by the ARND and
collaborating physician must be submitted to the Division
-for Maternal and Child Health Services, Family Planning

_ Program. Thereafter, only changes in the protocol must

?:3 be submitted. The protocol must be comprehensive in nature

" and be applicablc to all normal situations which the Nurse
Practitioner may encounter in the Family Planning Clinic.
Specific instructions as to oral contraceptive recommended
in each situation are to be outlined. Management of minor
gvnecological problems must be outlined and be specific
for the problen.

The medical protocol must be revicwed and updated at lcast
annually by the ARNP and the physician who authorizes her
tu practice in the cxpuanded role.

Each medical record indicating ARNP services reflecting
the expanded role, must be reviewed and co-signed by the
collaborating physician. Physician emergency consultation
must be readily available for the ARNP providing services
in Family Planning Clinics.




APPENDIX VII-B

CULDELINES FOR ‘T UTLLIZATLION OV TIL OB/GYN ADVANCED
S TCTSTERED NURSE PRACTUTTONER [N A TAMILY PLANNING CLINIC

Legal Aspects:

The Advanced Registered Nurse Practitioner functions within
the framework of the Nurse Practice Act. This act was
revised in 1978 and permits the registration of Advanced
Registered Nurse Practitioners (KRS 314). The Kentucky
Board of Nursing regulation (201 KAR 20:056), sets the
requirements for registration as an ARNP. Any registered
nurse functioning as a nursé practitioner in a Family
Planning Clinic must be registered by the Board in accor-
dance with the regulation. The Board of Nursing regulation
(201 KAR 20:057) adopts the 0b/Gyn Nurse Practitioner scope
- of practice as defined by the certifying organization.

Each Ob/Gyn Nurse Practitioner in a Family Planning Clinic
is expected to practice in the expanded role within his/
her own educational and clinical background and within

the rolc and function definitions as described by NAACOG.

A 1975 joint statement by NAACOG and ACOG on nurse practitioner
functions recognizes that the physician cannot under all
circumstances be physically present. llowever, it is css ntial
that the ARNP function within the (ramework of a medicaliy
directed service, with readily available medical collaboration.
A current medically approved protocol agreed on by the AxNP and
a specific physician must pe available at each clinic site where
the ARNP practices. '

The protocol should provide for all situations expected

to be encountered, and should limit the activity of the
ARNP to only those duties for which he/she is properly
prepared. It shall be the responsibility of the agency

45 well as the nurse to comply with these legalities.

It is imperative that each ARNP provide for himself/herself,
or have provided for him/her, liability inmsurance.

Definition of an Ob/Gyn ARNP:

An Ob/Gyn ARNP 1s' a registered nurse who is qualified
through education, experience, and certification by a
national ‘certifying body, to provide highly competent

and comprehensive nursing services in hcalth maintcnance,
disease prevention, psycho-social and physical assessment,
and management for health-illness needs in the primary
care of women. This practitioner functions with consider-
able independence in iritiating and managing clinical
services within established regimens, but also functions
interdependently with other colleagues in the health care
system.

)



APPENDIX VII-B

Qﬁ@ GUIDELINES FOR THE UTHLIZATION OF T ADVANCED REGTSTERED
NURSE PRACTITIONLR (OVHER THAN OB/GYN) IN A TAMILY PLANNING
CLINIC

’ Legal Aspects:

For an Advanced Registered Nurse Practitioner to function

in a Family Planning Clinic, he/she must be educationally
and clinically prepared to provide family planning and gyn-
ecological care. Advanced Registered Nurse Practitioners
who have been prepared in specialities other than Ob/Gyn
must practice only within the limitations of their specialty
designation under a clearly defined medical protocol agreed
on by the ARNP and the supervising physician. The protocol
must be available at! the clinic site. The regulation defin-
ing the registration process (201 KAR 20:056) Section 10 (9)
limits the nurse practitioner's practice to the specialty to
which he/she has been designated and the regulation 201 KAR-
20:057 adopts the nurse practitioner scopes of practice de-
fined by the certifying organizations, such as ANA, NAPNAP.

The Family Nurse Practitioner and the Pediatric Nurse Practitioner
or Associate may have had a preparation component in women's/
adolescent health care. It is imperative that the ARNP desig-
nated as a Family Nurse Practitioner or Pediatric Nursc
Practitioner function in a Family Planning Clinic only within
her educational and clinical preparation. Such ARNP and his/
her supervising physician will be recsponsible for clearly
defining the expected role in a Family Planning Clinic only
within these parameters. It is essential that each Advanced
Registered Nurse Practitioner provide for himself/herself or
have provided for him/her, liability insurance for the cxpand-
ed role. '

Policy and Guidelines on Utilization of ARNDs in Family
Planning Clinics

The following guidelines have been developed for the use
of community health agencies to effectively utilize the
ARNP in providing family planning services. Those agencies

receiving Federal monies for the implementation of Family
Planning Programs are expected to follow these guideclines.

Prior to providing services within-clinics Federally Cfunded
for family planning and annually by June 1 thereafter, each
Advanced Registered Nurse Practitioner must submit to the
i Division for Maternal and Child Health Services, Family
ﬁ@ Planning Program, a copy of his/her current Kentucky reg-
istration as an ARNP. His/her specialty designation (Family
Nurse Practitioner, Pediatric Nurse Practitioner, etc.) must
also be identified.

RN



APPENDIX VII-B

GUTDEL INES TOR TIE_UT1LIZATION 0 Tl ADVANGCED REGESTERED
NURSL l’RI\C'Yl'l'lGNliR za'l'hlﬁl{ THAN '\H&/(fYN' IN A l‘z\Mil.7 PLANNING
CLINIC {Cont.)

A copy of the medical protocol agreed on by the ARNP and
collaborating physician must be submitted toO the Division

for Maternal and Child Health Services, Family Planning
Program. Thereafter, only changes in the protocol must

be submitted. The protocol must be comprehensive in nature
and be applicable to all normal situations which the Advanced
Registered Nurse Practitioner may encounter in the Family
Planning Clinic. specific instructions as to oral contra-
ceptive recommended in each situation are tO pe outlined.
Management of minor gynecological problems must be outlined

and be specific for the problem.

The medical protocol must be reviewed and updated at least
annually by the ARNP and the physician who authorizes him/
her to practice in the expanded role.

~ Each medical record indicating ARNP services reflecting
the expanded role, must be reviewed and co-signed by the
collaborating physician. -

Physician emergency consultation must be readily available

for the ARNP providing services 1n Family Planning Clinics.

—~——



APPENDIX VII-C

REGISTRATION NOTIFICATION
FOR

ADVANCED REGISTERED NURSE PRACTITIONER-NURSE MIDWIFE

THIS IS TO CERTIFY THAT =~ I (ARNP-CNM) HAS BEEN

CERTIFIED BY R ___AND THE KENTUCKY BOARD OF NURSING
(professional organization)

TO PRACTICE IN THE EXPANDED ROLE OF AN ADVANCED REGISTERED NURSE
PRACTITIONER-NURSE MIDWIFE.

THE SERVICES PROVIDED BY -~~~ =~ S (ARNP-CNM) WILL BE IN

ACCORDANCE WITH THE POLICIES AND PROCEDURES SET FORTH IN THE KENTUCKY
MEDICAL ASSISTANCE NURSE MIDWIFE SERVICES MANUAL.

L
EE
e

PHYSICIAN

(signature)

ARNP-CNM

(signature)

KY. Registered Nurse
License Number
MEDICAL PROTOCOL ON FILE?
YES NO

ARNP-CNM Certification
DO YOU HAVE A VALID PERMIT TO Number
PRACTICE MIDWIFERY IN THE STATE
OF KENTUCKY?

Date
YES NO

CERTIFICATE NUMBER

4
i



APPENDIX VII-D

MAP-347 ~ KENTUCKY MEDICAL ASSISTANCE PROGRAM
(6/83) - STATEMENT OF AUTHORIZATION
: (Please Print A1l Requested Information)
) 1 hereby declare that I, R
et ot (Licensed Professional)

have entered into a contractual agreement with

(Facility Name)

(City, state, Zip)

~ to provide professional services. 1 authorize payment to

(Facility hame)
, from the Kentucky Medical Assistance Program for

covered services rendered by me and specified by the criteria of our
contract. 1 understand that 1, personally, cannot bill the Kentucky
Medical Assistance Program for any service that is reimbursed to

as_part of our contractual

(Facffity Name)

agreement.
Signature of Professional Date Signed
License and/or Certification Number Speciaity

Date Contract Erfective
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PROVIDER INQUIRY

e s e e rr ey s APPENDIX VIII
[“' 0D bR s e A PROVIDER NAME AND ADDRESS

LS CAL AGENT OF KMAP
P.0. BOX 2009
FRANKFORT, KY 40602

‘Attention: Provider Services

PROVIDER NUMBER:

1. TYPE OF CLAIM (CHECK ONE)

1. 0 HOSPITAL-INPATIENT 5. 0 HOME HEALTH 9. O TRANSPORTATION
2. 0 HOSPITAL-OUTPATIENT 6. O PRIMARY CARE 10. O PHARMACY
3. (1 LONG TERM CARE 7. O VISION 11. O MEDICARE X-OVER
4.0 PHYSICIAN 8 0 DENTAL 12. 0 OTHER _
2. RECIPIENT NAME (LAST, FIRST, M) 3. MEDICAL ASSISTANCE NUMBER
4. INTERNAL CONTROL NUMBER (ICN) 5. CLAIM SERVICE DATE]6. RA DATE 7. YOUR ACCOUNT NUMBER
ERE RN T

8. PROVIDER'S MESSAGE

LY
N )
ik

SIGNATURE DATE

9. MEDICAID RESPONSE

TopnseineiaL T T T T A



APPENDIX IX

MAIL TO: EDS FEDERAL CORPORATION
P.0. BOX 2009
FRANKFORT, KY 40602

ADJUSTMENT REQUEST FORM ;

1. Original Internal Control Number (I.C.N.) EDS FEDERAL USE ONLY
. ’ K
{ 1 } L4 ) W NN T R 1 "
2. Recipient Name - 3. Recipient Medicaid Number
--4, Provider Name/Number/Address 5. From Date Service |6. To Date Service
T - 7. Billed Amt. | 8. Paid Amt. ] 9. R.A. Date

10. Please specify WHAT is to be adjusted on the claim.

11. Please specify REASON for the adjustment request or incorrect original claim
payment. ..

IMPORTANT: THIS FORM WILL BE RETURNED TO YOU IF THE REQUIRED INFORMATION AND
DOCUMENTATION FOR PROCESSING ARE NOT PRESENT. PLEASE ATTACH A COPY
OF THE CLAIM AND REMITTANCE ADVICE TO BE ADJUSTED. ,

+*

12. Signature , 13. Date

EDSF USE ONLY---DO NOT WRITE BELOW THIS LINE J-f::v
Field/Line:
New Data:

Previous Data:

- Field/Line:
New Data:.

A

Previous Data: s

Other Actions/Remarks:



’ PROVIDER INQUIRY FORM APPENDIX X

EDS Please remit both
P.O. Box 2009 . ' copies of the Inquiry
Frankfort, Ky. 40602 : Form to EDs.
l-;’r—owdér—frur—n“b—er- o 3. Recipient Name {tirst, fast)
—5.-51—0;i‘c-1e.r Nérn-é—énd Address 4. Medical Assistance Number .

5. Billed Amount 6. Claim Service Date

7. RA Date 8. Internal Control Number _

LLLLLLLLL Lyt

9. Provider's Message

10.

Signature Date

Dear Provider:

This claim has been resubmitted foi possible payment.

——— EDS can find no record of .receipt of this claim. Please resubmit.
This claim paid on in the amount of
We do not understand the nature of your inquiry. Please clarify.

EDS can find no record of receipt of this claim in the last 12 months. -

———

- This claim was paid according to Medicaid guidelines.
This claim was denied on for EOB code

to be considered for payment.

Otheri____

EDS . Date



